University of Massachusetts Amherst

ScholarWorks@UMass Amherst
Doctor of Nursing Practice (DNP) Projects

College of Nursing

2020

Educating Health Care Providers on the Benefits of Screening for
Adverse Childhood Experiences in Children and Adolescents
Kristen Hickey
University of Massachusetts Amherst

Follow this and additional works at: https://scholarworks.umass.edu/nursing_dnp_capstone
Part of the Nursing Commons, and the Other Social and Behavioral Sciences Commons

Hickey, Kristen, "Educating Health Care Providers on the Benefits of Screening for Adverse Childhood
Experiences in Children and Adolescents" (2020). Doctor of Nursing Practice (DNP) Projects. 230.
Retrieved from https://scholarworks.umass.edu/nursing_dnp_capstone/230

This Open Access is brought to you for free and open access by the College of Nursing at ScholarWorks@UMass
Amherst. It has been accepted for inclusion in Doctor of Nursing Practice (DNP) Projects by an authorized
administrator of ScholarWorks@UMass Amherst. For more information, please contact
scholarworks@library.umass.edu.

EDUCATING HEALTH CARE PROVIDERS SCREENING FOR ACES

Educating Health Care Providers on the Benefits of Screening for Adverse Childhood
Experiences in Children and Adolescents
Kristen Hickey
University of Massachusetts, Amherst
College of Nursing

Chair:

Kalpana Poudel-Tandukar

Mentor:

Allison Beckler

Date of Submission: April 21, 2020

1

EDUCATING HEALTH CARE PROVIDERS SCREENING FOR ACES
Table of Contents
Abstract………………………………………………………………………………….…4
Introduction………………………………………………………………………………..6
Background…………………………………………………………………………….6
Problem Statement………………………………………………………………..…....8
Organizational “Gap” Analysis of Project Site…………………………………….….9
Review of the Literature ……………………………………………………….…….......11
Evidence Based Practice: Verification of Chosen Option…………….……………. …..17
Theoretical Framework/Evidence Based Practice Model………………………………...20
Methods………………………… ……………………………………………………….21
Goals & Objectives………………………………………………………………...…...21
Project Design…………………………………………………………………….…....23
Project Site and Population………………………………………………….….....…...25
Intervention Implementation …………………………………………………..……....26
Procedures…………………………………...……………………………………..……...26
Measurement Instruments……………………………………………………..……….30
Data Collection Procedure…………………………………………………………......32
Data Analysis………………………………………………………………………......33
Ethical Consideration……………………………………………………………………....33
Results………………………………………………………………………………...........34
Qualitative Data…………………………………………………………………………....38
Discussion…………………………………………………………………………………..43
Implications……………………………………………………………………………...46
Limitations……………………………………………………………………….……...48
Conclusion………………………………………………………………………………….49

2

EDUCATING HEALTH CARE PROVIDERS SCREENING FOR ACES
Recommendation……………………………………………………………….…49
References…………………………………………………………………….……….…..50
Appendix A Early Adversity Lasting Impacts ……………………………………………56
Appendix B Percentages of ACEs from ACEs Study …………………………………….57
Appendix C Original ACE Questionnaire ………………………………………………...58
Appendix D Roy’s Adaptation Model ……………………………………………………..60
Appendix E Toolkit………………………………………………………………………...61
Appendix F Pre-test survey………………………………...................................................64
Appendix G Post-test survey …………………………….………………………………...66
Appendix H Informed Consent ………………….….……………………………………...68
Appendix I Cost Benefit………………………….…. ….……………………………. …..70
Appendix J Timeline……………………………………………………………………….71
Appendix K Human Research
Protection…………………………………..……………………………….……………....73

3

EDUCATING HEALTH CARE PROVIDERS SCREENING FOR ACES

4

Abstract
Background: Adverse childhood experiences (ACEs) are associated with the
development of chronic health problems as well as increased risk for negative mental
health outcomes. Research supports the need for health care providers (HCP) to change
current practice by adding one of the many types of screening tools for ACEs, such as the
ACEs Q, to well-child visits. The information obtained from the assessment leads to early
identification of children who are at risk for negative mental health outcomes, allowing
HCPs to initiate early interventions potentially decreasing the negative outcomes.
Purpose: The purpose of this quality improvement project was to provide education to
HCPs regarding the impact of ACEs on mental health outcomes because HCPs are in an
ideal position to screen, detect and intervene for ACEs in their patients and to improve
their knowledge and skills to implement an ACEs screening tool in their practice.
Methods: A 45-minute in-service presentation was given to 12 HCPs that included the
current recommendations from the Centers for Disease Prevention and Control (CDC)
and the American Association of Pediatrics (AAP) and trends in states utilizing the ACEs
screening in a small local health care system. Pre and posttest surveys were administered
to assess the effect of education on knowledge and skills for screening of ACEs. Open
response questions were included in both surveys. Paired t-tests was used to the compare
the mean differences between pre and post-test scores on knowledge and practices.
Results: Six of the twelve (50%) HCPs completed the ACEs screening program. We
found mean score improvements in overall HCP’s knowledge, skills, and intent to utilize
ACEs (by 5.1 points) as well as individual components such as knowledge of HCP’s role
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in screening for ACEs (by 0.8 points), and knowledge of available resources (by 1.0
points) from baseline to post-test. HCP’s knowledge and skills improved in the following
key areas: ACEs screening tool (48% vs 52%); negative health impacts of ACEs (49% vs
51%); initiation of ACEs treatment at any age (46% vs 54%); CDC’s prevention plan
(47% vs 53%); available resources (42% vs. 58%); and confidence in ACE assessment
(45% vs 55%). The qualitative results uncover themes indicating the education improved
the HCP’s knowledge of ACEs, desire to learn more about ACEs and need to incorporate
ACEs screening into practice. Conclusions: The ACEs screening education program
was helpful to improve HCP’s knowledge, skills, and intent to utilize ACEs screenings in
their practice. This educational program may have the potential to change way the HCPs
assess their patients by including the screening for ACEs in their clinical practice.
Keywords: adverse childhood experiences, chronic disease, screening tools, pediatrics,
toxic stress, prevention of adverse childhood experiences
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Introduction
Children and adolescents are a vulnerable population who fall victim to
maltreatment, exposure to violence, and significant loss of important care givers in their
lives; the term used to describe these various negative experiences the pediatric
population are subjected to is adverse childhood experiences (ACEs) (Felitti et al., 1998).
These childhood experiences can lead to numerous negative mental health and physical
outcomes; the national prevalence for ACEs for all children having at least one or more
experience is 46.3 % and 21.7% having two or more (Child and Adolescent Health
Measurement Initiative (CAHMI), 2017) There is a need for the pediatric primary care
provider (PCP) to begin assessing for ACEs as early as possible, which might begin with
the mother during her pregnancy for what she is experiencing as adverse experiences
(Bucci, Marques, Oh, & Harris, 2016; Esden, 2018, Shonkoff, 2012; Shonkoff & Garner,
2011). The effects of the ACEs on the child’s developing brain leads to many changes
leading to negative, and chronic psychiatric and physical illnesses. The purpose of this
project is to demonstrate evidenced based information supporting the need for assessment
of ACEs in childhood, at a time where prevention and support can begin. This quality
improvement project’s goal is to provide HCPs with the evidence illustrating the effects
of ACEs, the role the HCPs can have in the prevention, intervention, and treatment of
children at risk for ACEs.
Background
The landmark study done by Felitti et al. (1998) opened the investigation into the
effects of ACEs. This study identified a connection between exposure to these adverse
experiences and chronic health problems; the exposure increased the risks to numerous
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leading causes of death in adulthood (Appendices A and B). The population of this study
was obtained from a Health Maintenance Organization (HMO), Kaiser Health Plan,
enrollees who were assessed by their PCP for their annual physical. Felitti et al. (1998)
mailed a questionnaire which they developed with the intent to assess reasons for weight
gain. The questionnaire was mailed to Kaiser Health 13,494 enrollees, of that, 9,508
enrollees responded (Appendix C) (Felitti et al., 1998). The results showed a pattern or
connection among participants’ experiences with adverse events in childhood and the
development of negative psychiatric and physical outcomes (Felitti et al., 1998).
Based on the connections observed, Felitti et al. (1998) developed the first ACEs
survey. The survey exposed three predominant themes: neglect, abuse and household
dysfunction. The themes or categories were broken down further. Neglect was
differentiated into emotional or physical types. Abuse was separated in to three
categories: psychological, physical, and sexual. Household dysfunction was divided into
four categories: substance abuse exposure, criminal activity in the home, mental illness,
and mistreatment by the mother or stepmother (Felitti et al., 1998). Each “yes” answer to
the questions equaled one point on a scale of zero to seven. The study compared the
scores of the participants who scored zero with those who scored high on the ACEs.
It illustrated that over half of the respondents were exposed to at least one ACEs
score and 25% had two or more scores (Felitti et al., 1998). The comparison of those
who scored four or more to the respondents who score zero, demonstrated a significant
increase risk for depression, alcoholism, drug abuse, as well as suicide attempts. In
addition, there was an increased risk of two to four times more for health-risk behaviors
such as, cigarette smoking, higher number of different sexual partners and sexually
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transmitted diseases, less activity, obesity, and self-rated overall poor health (Felitti,
1998).
This highlighted that the higher the number of ACEs a person had, the greater risk
he or she had for cancer, heart disease, liver disease, chronic lung disease, and a higher
risk of bone fractures (Feletti et al., 1998). Thompson et al. (2015) showed that chronic
exposure to ACEs by age 18 is linked to higher concerns about their own health and a
higher use of health services.
The trailblazing study by Felitti et al. (1998) launched further research into the
affect ACEs has on long term health outcomes as well as on brain development of
children and adolescents. Studies in the development and neurobiology of the brain,
demonstrates that exposure to ACEs results in significant changes in the areas of the
brain that influence decision making, executive functioning, and the ability to selfregulate (Bucci, Marques, Oh, & Harris, 2016; Esden, 2018, Shonkoff, 2012; Shonkoff et
al., 2011).
Problem Statement
There is an increased risk for negative mental health outcomes as indicated by
depression, substance abuse, and behavioral dysregulation, among pediatric patients who
have been exposed to adverse childhood experiences (ACEs). There is a correlation
between the number of ACEs experienced in childhood and the number of negative
outcomes; the more a person experiences the greater risk for mental health disorders,
substance use disorders, and risk for suicide (CDC, 2019). One in seven children
experience abuse and neglect in a year which may not be an accurate number as it is
under reported (National Center for Injury Prevention and Control Division of Violence
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Prevention, 2019). These problems may be mitigated by early identification and mental
health interventions.
Organizational “Gap” Analysis of Project Site
North Central (NC) Massachusetts consists of several communities that have a
high rate of substance abuse with heroin, prescription drugs, and alcohol being the most
prevalent with a demographic makeup of mostly white, non-Hispanic with a significant
number living at or below poverty level, or with a low-income (Heywood HealthCare &
UMassMemorial Healthalliance Hospital, 2015). This project aimed to focus on a
pediatric and family practice providers who serve the high-risk communities of NC
Massachusetts.
Based on the Community Health Assessment, this area has an enormous rate of
hospital treatment for self-inflicted injuries, (City “G” 133.5, City “A” 103.59, and Town
“W” 135.92 per 100,000 people based on 2011 statistics) (Heywood HealthCare &
UmassMemorial Healthalliance Hospital, 2015). The number of restraining orders has
increased 39% from 2010 to 2013 with child maltreatment being higher than the state’s
rate which is 56.3 per 100, 000 (Heywood HealthCare & UMassMemorial Healthalliance
Hospital, 2015). The city of “G”’s rate of child maltreatment is 110.5 and city “A”
185.4. The percentage of children living in poverty for city “G” is 24.8 and city “A” is
23.3. The state’s suicide rate is 9.0 per 100,000, however, city “G” is 14.8, city “A” 17.3,
city “O” 12.8, and town “W” 19.4. During the year 2014, there were 1230.4 inpatient
psychiatric admissions for the community (Heywood HealthCare & UMassMemorial
Healthalliance Hospital, 2015).
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ACEs have been related to many chronic health conditions, addictive substance
use, and mental health issues (Appendices A and B) (Centers for Disease Control [CDC],
2014; CDC, 2016; Center for Youth Wellness, 2017; Felitti et al., 1998; Felitti, 2009;
Harris, 2015; Hart et al., 2018). Research has illustrated the negative impact ACEs have
on the development of people under 18 (CDC, 2018). The Center for Youth Wellness
(2017) has been exploring the effects of exposure to ACEs and has expanded on the
ACEs three categories of abuse, neglect, and household dysfunction. The abuse category
can be physical, emotional, or sexual; neglect is physical or emotional while household
dysfunction can be mental illness, incarcerated relative, domestic violence towards
mother, substance abuse, and or divorce (Center for Youth Wellness, 2017).
Some of the negative health outcomes in adulthood related to ACEs are
depression, anxiety, substance abuse, binge drinking, chronic health conditions such as
cardiovascular disease, obesity, chronic lung disease and sleep disturbances (CDC, 2013).
In children, some of the negative outcomes can be asthma, anxiety, violent behavior, and
poor dental health (Center for Youth Wellness, 2017.).
The impact of exposure to ACEs is not limited to the individual, it also has a
significant impact on society. According to VetoViolence (2013), the economic cost in
the United States for nonfatal injuries resulting from maltreatment of children who have
five to ten ACEs is $401 billion. A breakdown of the costs is as follows: for qualityadjusted life programs $366.3 billion; special education cost is $4.2 billion; child welfare
cost is $4.1 billion; and approximately $3.5 billion is spent in the criminal justice system
(VetoViolence, 2013.). These impacts can be reduced with adequate screening and early
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intervention methods. score on ACEs screening. HCPs becoming fluent in traumainformed care will be an overwhelming beneficial to society.
The community that served as the population and setting for this capstone project
was reflective of many of the same characteristics shared by those in communities having
high ACEs scores. The current standard of practice for the small community health care
system does not include a screening tool for ACEs. The screening tool that is typically
used is the Patient Health Questionnaire (PHQ 9) for assessing depression (Personal
conversation with office manager, 5/31/2019). One of the family practice offices in this
health care system was aware of the ACEs screening tool and reported previous
recommendation for PCPs to initiate its use but the focus of using it was geared towards
the adult population (Personal conversation with office manager at the Health Center,
5/31/2019) Therefore, the program suggested implementing the ACEs screening tool as
part of the routine well-child visits with the HCPs servicing the pediatric population of
the selected area.
By the implementation of this tool, the PCP would be able to identify those youth
at risk for the negative outcomes from ACEs before they were in crisis. The goal was to
educate the HCPs stimulating a discussion to formulate a plan to encompass the
assessment of ACEs and for those pediatric patients and their families who have positive
score on the ACEs screening are referred to the appropriate providers to develop early
intervention to prevent the potential negative mental health outcomes.
Review of the Literature
Search Strategy
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A comprehensive search was performed utilizing the following databases: Current
Index to Nursing and Allied Health Literature Complete (CINAHL), Ovid, PsycINFO,
Cochrane, PubMed, Google Scholar, Centers for Disease Control and Prevention, Center
for Youth Wellness, and Center for Health Care Strategies, Inc. The keywords used were
adverse childhood experiences, chronic disease, screening tools, pediatrics, and toxic
stress. The time span was 2011 to 2018, however, a landmark study from 1998 was
included. The following are the number of articles found from each database: CINAHL
613 articles; Ovid 52 articles; PubMed 81 articles; Google Scholar 2,880 articles; and
PsycINFO 146, 28, 421 articles.
The search criteria were narrowed by using the following combinations: for
CINAHL ACEs and Chronic disease which yielded 23 and ACEs and well child visit and
screening which yielded three articles. For PsycINFO the following combinations were
utilized: ACEs and screening which yielded 93 articles. For PubMed ACES and
screening tool which yielded 81 articles.
In order to be included, the articles had to originate in English and be performed
in the United States. Additional inclusions used were the articles had to be full text;
editorials were acceptable; and the abstracts had to include information regarding the
ACEs. There was no age limit as the review was not limited to a specific age, however, it
did include studies that focused on pediatrics.
The criteria for exclusion included articles that were studies from countries
outside of the United States of America, were not originally published in English, and did
not discuss the use of assessment of ACEs.
Appraisal of Evidence
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Thirteen articles were selected for the review. Two studies were surveys, the
original ACEs study and the other used the results of the original study to investigate the
differences between cumulative ACEs and individual ACEs (Felitti et al., 1998; Merrick
et al., 2017). One study was based on the LONGSCAN as a prospective study looking at
the ACEs of children ages 4 to 16 placing them into three groups: chronic ACEs, early
ACEs only, and limited ACEs to see the negative health outcomes leading into adulthood
(Thompson et al., 2015).
Bethell et al. (2017) compared 14 different ACEs methods to assess the efficacy
of the screening tools. Ellis and Dietz (2017) performed interviews of physicians, social
service agencies and ACEs experts to develop Building Community Resilience model. A
mixed methods approach was utilized using the surveys used to assess the collaboration
between a children’s hospital and Early Head Start programs (Woods-Jaeger et al., 2018).
The remaining articles discussed the effects of ACEs on health and recommendations for
primary care.
Rating of the Evidence
The John Hopkins Nursing Evidence-based Practice Rating Scale (JHNEBP) was
utilized to rate evidence of the articles. The rating scales is a tool to help determine the
strength of the study by providing levels from I (Experimental study/randomized
controlled trial (RCT) or meta-analysis of RCT down to a level V which is an opinion of
experts in a specific area (Newhouse, Dearholt, Poe, Pugh, & White, 2005). The quality
of the evidence is labeled from an A meaning the study is of high quality down to a “C”
which indicates a low quality in the study or contains serious problems with the study
(Newhouse, Dearholt, Poe, Pugh, & White, 2005).
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The study by Thompson et al. (2015) used telephone surveys or face-to-face age
appropriate measures correlational study three periods selected based on research: early
childhood (birth to six years); later childhood (6 to 12 years old); 12-16 years (teens ).
The strength and quality of evidence is level III and grade B. The article by Merrick et al.
(2017), uses of a convenience sample to apply various ACEs screening tools. Scores
were computed using multiple logistic regression to assess the relationship between
ACEs and adult mental health outcomes with adjustments for age marriage education
race and gender (Merrick et al., 2017). The strength and quality of evidence is level III
and grade B.
Screening Tools
There is strong evidence that suggests scoring on one of the ACEs categories will
lead to scoring, at some point, on another category. The higher the ACEs, the more risk
for serious mental health issues such as substance abuse and even a higher risk for suicide
(Merrick et al., 2017).

The effects of ACEs stretch into the socioeconomic; this

population tends to have lower incomes, repeat the cycle of abuse with future
generations, and lower employment rates (Esden, 2018).
The Centers for Disease Control and Prevention (2019) states that ACEs can be
prevented if it is addressed by use of the several tools; the ACEs survey is just one of the
tools. The CDC supports the finding of the effects of ACEs on one’s development; the
negative effects can lead to a future with increased violence, victimization, perpetration
and the overall health throughout the life span (National Center for Injury Prevention and
Control, Division of Violence Prevention, 2019). There is a significant relationship
between those with risky health behavior, chronic health conditions and low life potential
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(National Center for Injury Prevention and Control, Division of Violence Prevention,
2019). The higher one scores on the ACEs survey, (four or more), there is an increase for
the issues listed but there is an additional risk for an earlier death than those with zero or
less than four on the ACEs (National Center for Injury Prevention and Control, Division
of Violence Prevention, 2019).
As stated, the ACEs have a strong impact on the wellbeing of an individual,
effecting health by increasing depression and the rate of suicidal attempts. In addition to
the effects on health, the behaviors can be affected as well leading to smoking, abuse and
or dependence on alcohol and or substance use or depression. The effects on the
potential of one’s life can be not graduating high school, poor academic achievement, and
increased absences from work (CDC, 2019).
The CDC took the ACEs study to create a format to begin surveying the risk
factors and health factors for several states by requesting these states participate, at least
once during the initial surveillance which began in 2009 (National Violence Prevention,
2016). There are 32 states, including the District of Columbia participating (National
Violence Prevention, 2016).
The survey the CDC developed is called the Behavioral Risk Factor Surveillance
System (BRFSS) (National Violence Prevention, 2016). This survey is divided into two
parts, one part focusing on abuse and the other on household challenges. The abuse
section covers emotional, physical, and sexual abuse and the household section covers
intimate partner violence, household substance abuse, mental illness, parental separation
or divorce, and incarceration of a household member (National Violence Prevention,
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2016). The ACEs scale includes one additional section of neglect which is divided into
emotional and physical (VetoViolence, 2013.).
Provider Education and Community Programs
Education is necessary for HCPs caring for children to identify these experiences
while conducting well-child visits. The PCP is typically the one who see the child most
which will lend to the child being more comfortable with the provider to answer the
questions. There are different tools available for assessment but there is not a proven to
be the best tool (Bethell et al., 2017). However, there are some community-level
approaches that can assist the providers in connecting services to the families. Some of
these are the Help Me Grow, Safe Environment for Every Kid (SEEK), Building
Community Resilience (BCR) model, and Developmental Understanding and Legal
Collaboration for Everyone (DULCE) (Dubowitz, Lane, Semiatin, & Magder, 2012; Ellis
& Dietz, 2017; Sege & Browne, 2017,). These programs are ways to provide services to
families to help foster positive experiences and change from the adverse experiences.
However, without the PCP assessing the ACEs, the services cannot be utilized.
There is development of a community-based program called 2Gen Thrive; a
collaboration between a children’s hospital and Early Head Start/Head Start center which
works with two generations, (the child and parent), (Woods-Jaeger et al., 2018). The
premise of this particular intervention program, is for parents and children who have
ACEs, work with the programs, which might be individual and family therapy, support
groups, and or visiting nurses for new mothers, and educational programs in parenting, to
help foster a more nurturing homelife to help decrease and or prevent more ACEs. There
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is evidence supporting this type of collaboration can provide the preventive intervention
into an early education setting (Woods-Jaeger et al., 2018).
Another tool for screening is the Addressing Social Key Questions for Health
Questionnaire (ASK Tool) which consists of 13-item screening tool for ACEs, unmet
social needs, and resilience (Selvaraj et al., 2019). This tool, although it has been found
as beneficial for assessing for the unmet social needs, it was not as much as a benefit to
identifying ACEs (Selvaraj et al., 2019). It identified two areas of ACEs, parental mental
illness and or substance use and being separated from the primary caregiver the best,
therefore the recommendation was to improve this model by incorporating a similar tool
as the one created by the Center for Youth Wellness (Selvaraj et al., 2019). The
screening tool is designed to have the patient and families indicate the number of ACEs
without having to disclose what they had experienced; by doing this, patients and families
can have a discussion regarding ACEs without having to go into detail (Selvaraj et al.,
2019).
Despite the ASK tool not being as sensitive to all of the categories of ACEs, there
is a benefit to assessment as it a way to bring about a discussion for the HCP and the
patient and family which can lead to health education, health promotion, and highlight
the area of abuse, trauma, and chronic stress that the child being a witness to can possibly
identified early (Bethell et al., 2018).
As the literature demonstrates, ACEs effect the development of those who are
exposed to ACEs causing significant behavioral, emotional, and cognitive difficulties.
The ability of the PCP to begin screening for the ACEs when the child is a newborn or
even before birth, would allow for services, such as a visiting nurse and or social worker
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or support groups, to be established to help with prevention of future problems
(McKelvey, Selig, & Whiteside-Mansell, 2017). Many cases in the pediatric mental
health clinic, come from these types of situations. However, if the interventions were
started early may be the child would not be in this situation; by identifying and starting
the early interventions, there is a chance to change the course of the child’s life
(McKelvey, Selig, & Whiteside-Mansell, 2017).
The literature supports the need to perform an ACEs assessment during well visits
to identify the risks early to possibly prevent further ACEs and begin interventions. The
American Academy of Pediatrics supports the need for ACEs screening to be performed
by the HCPs (McKelvey, Selig, & Whiteside-Mansell, 2017). This information will help
provide education to HCPs of children and adolescents to look at their current practice
evaluating to see how they could utilize the information in practice. This could create a
wave of change in the North Central Massachusetts region.
Evidence Based Practice: Verification of Chosen Option
The groundbreaking study by Felitti et al. (1998) provides the foundational
evidence-based information on trauma decreasing the life quality and life span by causing
significant negative mental health and physical outcomes. The finding is unassailable in
illustrating the relationship between the number of ACEs and the increase to numerous
risk factors to some of the premier causes of death for adults (Felitti et al., 1998).
The Center for Health Care Strategies, Inc (2019), which is funded by the Robert
Wood Johnson Foundation, published a report, “Shepherding a Movement to Address
Toxic Stress for Youth in San Francisco and Beyond: Center for Youth Wellness”,
highlights the work of Nadine Harris Burke,. Dr. Harris discovered the children she was
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assessing for Attention Deficit and Hyperactivity Disorder (ADHD) did not actually meet
the criteria for the diagnosis; instead they were displaying signs and symptoms that were
caused by trauma (Center for Health Care Strategies, 2019). This ignited her research
into methods to accurately diagnosis and treat what the child is experiencing versus just
using medications to treat the signs and symptoms displayed by the child that does not
truly meet what the child is experiencing.
In 2012, Dr. Harris founded the Center for Youth Wellness (CYW). This center
is designed to integrate trauma informed care throughout the entire practice from the
clinical to non-clinical staff. She designed the ACE-Q based on the original ACE survey
by adding community violence, length of time in foster care, and experiences of
maltreatment based on racism or discrimination (Center for Health Care Strategies,
2019). Once the child has taken the assessment, the providers review the scores with the
patients. If a patient scores more than four or is displaying one to three symptoms of
ACEs, the care plan is formulated to integrate psychotherapists, psychiatrists, care
coordinators, and others trauma informed care givers.
The mode of operation at CYW is to discuss with the patient’s care givers on
various ways to prevent the child from being exposed to ACEs, stress management
techniques, and the importance of building supportive relationships with adults. Dr.
Harris’ belief is, “We educate parents about the impacts of adverse childhood experiences
and toxic stress the same way you would for covering electrical outlets or lead poison”
(Center for Health Care Strategies, 2019). In 2017, the CYW created the National
Pediatric Practice Community on Adverse Childhood Experiences (NPPC) to enhance the
quality of pediatrics and improve the health outcomes via the addition of screening for
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ACEs and integrating a multidisciplinary team to initiate the interventions to begin
recovery for those who score on the ACEs (Center for Health Care Strategies, 2019).
Theoretical Framework
The theoretical framework to be utilized in the proposed project is the Roy’s
Adaptation Model (Appendix D). This model has been chosen because it views human
beings as an adaptive system which is influenced by the internal and external stimuli
(Petiprin, 2016, Philips, 2017, Roy, 2011). This relates to the way ACEs are identified to
affect people; the exposure to ACEs, affects the child’s behavior, health, and
environment are all affected. The person adapts to what he or she is exposed to which
instead of the adaptions being for optimal health and well-being, the person adapts to the
environment he or she is exposed (Petiprin, 2016, Philips, 2017, Roy, 2011).
Roy’s model is holistic incorporating the person, environment, health, and
nursing. This model sees the person as including everyone in the population from the
individual, families, groups, and even the community where the person resides. The
person is always adapting to maintain the best well-being possible. The environment is
based on all situations that the person must adapt to such as various internal and or
external stimuli. Health is considered to where the person reflects the environment and
how he or she is adapting. Nursing is a piece which can assist the person to formulate
healthy coping skills leading to healthier outcomes (Petiprin, 2016, Philips, 2017, Roy,
2011).
Based on the evidence that ACEs have the potential to lead to negative mental
health outcomes, the Roy Adaptation Model is appropriate as a framework for this
project. By incorporating the ACEs screening into practice, the PCP can begin to see
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how the environment, whether it is from internal or external stimuli, is creating the
adaptation of the child.
The knowledge of ACEs will help the PCP see the relationship between the
effects of trauma and the increase risk for negative mental health outcomes.
Collaborating with the patient’s support system whether it includes other survivors,
family, and friends, and other agencies, such as Department of Children and Family or
the school counselor, in a way to help empower the patient is essential for providing care
to the patient with a trauma history (National Counsel for Behavioral Health, 2016)
Method
Goals, Objectives, and Expected Outcomes
The current standard of care for the sample community in the North Central
region of Massachusetts does not include use of an ACEs screening tool as part of
assessment in the pediatric population. The goal of this DNP project was to increase in
the use of ACEs as part of the standard of care by 15 % post intervention. This project
manager desired that the project would stimulate a conversation regarding ACEs and its
utilization in assessments of the pediatric population to screen for the need to initiate
early intervention protocols.
The overall objectives of this DNP quality improvement project was to provide
education to HCPs regarding the impact of ACEs on mental health outcomes as they are
in an ideal position to screen, detect and intervene for ACEs in their patients and to
improve their knowledge and skills to implement an ACEs screening tool in their
practice.
Expected outcomes of the program included:
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1. 100% of the Health Care Providers will receive education on ACEs.
2. 90% of the Health Care Providers will be able to identify the types of ACEs.
3. 90% of the Health Care Providers will be able to describe the effects that the
ACEs have on the children’s mental health.
4. 90% of the Health Care Providers will be able to discuss the increased risk for
negative mental health outcomes as a result of ACEs.
5. 90% of the Health Care Providers will be able to initiate changes in their
assessment by including an ACEs assessment tool.
6. 90% of the Health Care Providers will be able to discuss the current trends in the
use of the ACEs in other locations in the United States such as the framework
used at the Center for Youth Wellness in San Francisco.
7. 90% of the Health Care Providers will be able to list the types of benefits these
practices have as the result of instituting the screening for ACEs such as
improvement in symptoms of mental health disorder.
Project Design
This was a quality improvement project designed to implement the evidencebased practice supportive of assessing for ACEs by the HCPs. The Plan-Study-Do-Act
model was the framework for the project. This is a model used in health care to help
bring change to the current practices by testing the change (Institute of Health
Improvement, n.d.).
Plan
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This project manager viewed the ACEs training video to prepare the training inservice for the HCPs. The participants were HCPs who currently practice within the
health care system at the surrounding towns in North Central Massachusetts.
The data was collected from a pre and post-test with questions for demographic
information, (age, gender, degree, specialty, years in practice, number of patients). The
pre-test questionnaire assessed the HCPs’ current knowledge and practice for assessing
for ACEs and the post-test questionnaire assessed the learning and influence of the
intervention on potential of the HCPs discussing incorporating ACEs into assessments.
Do
The intervention was an in-service which included “How childhood trauma
affects health across a lifetime” video by Nadine Harris Burke, a PowerPoint
presentation, and a toolkit which was available to the HCPs (TED TALK, 2015)
(Appendix E). It included the research that lead to the discovery of ACEs, the impact
ACEs has on the developing brain of the child; and the connection of ACEs to negative
mental health outcomes. The participants took the pre-test prior to the presentation and
then the post-test. Bloom’s taxonomy will be utilized to formulate the objectives for the
in-service.
Information for the in-service was obtained from “The ACE Study: Childhood
Trauma and Adult Health and Healthcare Implications” to develop the presentation
(Cavalcade Productions, Inc, 2005). Additional resources utilized were from the Center
for Youth Wellness (2017) and the CDC Behavioral Risk Factor Surveillance System
(2019). Additionally, information from a recent pilot trials of HCP using the ACEs
screening, was obtained from the webinar, “Moving to universal ACEs screening:
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Findings from a state advisory group on trauma screening” (2019) and was incorporated
into the presentation.
Study
At the completion of the presentation, the data was analyzed to uncover what the
current protocols and knowledge the HCPs was prior to the in-service. Then the data
from the post-test was analyzed to identify what new information the HCPs received and
whether the information had influenced or stimulated a change in the current standard of
care.
Act
Based on the results of the data, (the comparison of the HCPs knowledge base
prior to and after the intervention), this project designer reviewed the results of the
question how the intervention will impact the future practice protocols.
Based on the evidenced based practices, such as the ACEs-Q by the Center for
Youth Wellness, this writer proposed to provide education via a presentation, to the
HCPs in the North Central Massachusetts area utilizing the original ACEs screening tool
and the ACEs-Q by the Center for Youth Wellness. The intervention, titled: “What are
ACEs, how can they be identified, and then what?,” consisted of surveys that were
administered prior to the intervention and after. These surveys were designed to assess
the HCPs knowledge of ACEs prior to the intervention of educating the HCPs regarding
ACEs; assess the current standard of care for ACEs in the participating practices; assess
who is utilizing the ACEs tool prior to the intervention; provided education with
supporting evidence on use of the screening and early identification of ACEs leading to
early interventions. Once the education was provided on was completed, the HCPs
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learning was assessed from the post survey and the potential for changes from the current
procedure to a newer evidenced based standard of care integrating the ACEs screening.
Project Site and Population
The project site that was selected was a small community hospital which is part of
the same health care system where the local family practice groups, all within a 15-mile
radius of each other, and a pediatric group practice all under the same health care
umbrella. There are two community owned hospital within the health care system. One
hospital is licensed for 134 beds which provides services for six of the communities, a
Board of Trustees governs the hospital (Heywood Healthcare Community Health
Assessment, 2018). There are 1,000 employees which is comprised of 200 courtesy and
consulting physicians in the primary care and several specialties (Heywood Healthcare
Community Health Assessment, 2018). The second hospital is a critical access non-profit
acute care hospital comprised of 25 beds servicing nine communities (Heywood
Healthcare Community Health Assessment, 2018). The participants were registered
nurses, nurse practitioners and physician assistants who are employed by the medical
practices.
Facilitators for this project were a pediatrician and a family practice physician.
The pediatrician has voiced interest in learning more about the effects of childhood
trauma and the family practice physician is agreeable to participate and has also voiced
interest in the management of traumatized patients.
Some barriers were the stigma towards mental health and the stereotyping of
groups of people who are of low income, low education, and the provider’s expectation
of how children should behave. There was the potential for another barrier related to
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potentially having difficulty scheduling a convenient time for the providers to attend the
in-service.
Intervention Implementation Procedures
Research has provided evidence of the effects of ACEs on children which leads to
long term negative mental health outcomes (Thompson et al., 2015). Currently, the local
HCPs are not specifically screening for ACEs which prevents identifying children who
are at an increased risk for negative outcomes (Personal conversation with office
manager, 5/31/2019; Personal conversation chief medical officer of community health
care system, June 5, 2019). This quality improvement project provided education on the
effects of ACEs on children to the HCPs in the North Central Massachusetts region, who
are part of a local hospital health care system. The education illustrated the benefits of
identifying children early who have ACEs. This project began in September 2019 and
completed in December 2019.
The educational intervention consisted of handouts, presentation portfolio,
PowerPoint presentation, and a discussion. There was one session on December 4th, 2020
for 60-minute monthly Assistive Providers monthly meeting. It was delivered by the
project manager in person and for participants on the telephone conference line. The
presentation was delivered by using a laptop with a projector which displayed the
presentation on the wall of the meeting room.
The intervention took place in the cafeteria of the small community hospital with
a section of it divided off with dividers to create a small room. It was dimly lighted so the
projection from the computer could be seen on the white wall. The meeting was a routine
monthly meeting for Assistive Providers scheduled from 8 to 9 AM. This project director
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supplied coffee and breakfast pastries for the participants. The participants were two
registered nurses, a nursing professor, family nurse practitioners and family physician
assistants. There were ten participants physically present and two HCPs were unable to
be physically present however they were able to join by utilizing the teleconference
provided by the CMO. Three of the providers arrived 15 minutes late to the presentation
The PowerPoint presentation included the history of ACEs, a TED-Talk
presentation by Dr. Nadine Harris Burke, which lasted 13 minutes. The total time of the
Power Point presentation was 45 minutes (Table 2). The remaining 15 minutes were
spent discussing the presentation as it applies to the current standard of care and
participants plans to utilize the information into their practice.
The PowerPoint presentation included the 60-minute educational in-service
regarding the ACEs which includes the history of ACEs, the risk of negative mental
health outcomes, benefits of early identification, and a TED talk by Nadine Harris Burke,
MD (Table 2). The educational session had HCP representatives from five health care
provider offices, one pediatric and four family practice offices. Each of the medical
offices in this community health care system in North Central Massachusetts typically
consists of 15 HCPs. The purpose of this program was to assess whether providing the
educational program improved the knowledge and skills of the HCPs regarding ACEs
and initiate a conversation on instituting use of an ACEs scale as part of well child
assessments..
The Chief Medical Officer (CMO) of the small community hospital system
assisted by arranging the presentation during a monthly assistive providers meeting. The
CMO supported the intervention based on the current case load of children and
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adolescents as well as the experience of a backlog of pediatric patients in the emergency
department seeking mental health treatment during times of crisis (Personal conversation,
June 5, 2019).
The HCPs took a survey prior to a PowerPoint presentation, which was developed
to present the education on ACEs, and a post survey was administered after the
education. The results of the pre and posttests scores were compared to demonstrate that
information has highlighted the benefits of the ACEs screening. It was expected that the
education influenced a change in the lack of using an ACEs screening tool which will
demonstrate by a 20% increase in using the screening tool in well-child visits.
By bringing awareness to HCPs of the effects of ACEs on the developing brain it
initiated the conversation for change in caring for pediatric patients. It is important
because many children, (one in seven each year) experience ACEs which continues into
adolescents and adulthood putting them at a higher risk for negative outcomes (National
Center for Injury Prevention and Control Division of Violence Prevention. 2019). HCPs
are in the best position to begin the screening, however, there are limited resources, such
as not using the ACEs and there are only two agencies in the community in North Central
Massachusetts who work with children, (Luk and YOU,Inc), due to the lack of awareness
of ACEs. Providing education about adverse childhood experiences to the Health Care
Providers of the local community is one way of addressing ACEs which could lead to
early interventions such as referrals to a therapist, home therapy, collaboration with the
schools and other providers of the child.
Table 2:
Program Objectives and Contents
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Title of Slides

Explain the discovery of and the impact of
ACEs on health.

BACKGROUND OF ACEs
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Results
Identify what the categories of ACEs are
and the role they take in the development
Research into the effects of ACEs
of the child’s brain.
Discuss the benefits of identifying ACEs in Problem
childhood.
Findings: Nadine Harris Burke, MD TED Talk
List possible negative psychiatric outcomes https://www.youtube.com/watch?v=95ovIJ3dsNk
of ACEs.
And ACEs connection Blog: Preventing ACES
•
https://www.acesconnection.com/g/aces-inDetermine the role the health care
pediatrics/blog/preventing-aces-press-release-fromproviders play in early identification of
health-officials-and-2019-cdc-report
ACEs.
Adding ACES:
Provide examples of methods to assess
https://acestoohigh.com/2014/01/29/dr-jeffreyACEs.
brenner-i-believe-ace-scores-should-become-avital-sign-as-important-as-height-weight-andPropose an alternative to current standards blood-pressure/
of care with children with positive ACEs
scores.
https://camdenhealth.org/wpcontent/uploads/2018/10/HealthySPPACES-2pager.pdf
Neurobiology of stress:
https://pediatrics.aappublications.org/content/pediat
rics/144/5/e20192757.full.pdf
Sample care plan image
Community/Gap Analysis of the North Central
Massachusetts region utilized in the project
Fours slides citing statistics from region correlating
to ACEs
Implementing into Practice:
https://centerforyouthwellness.org/cyw-aceq/
https://academyhealth.org/files/RapidEvidenceRevi
ew.ACEs_.Screeningtools.pdf
https://www.aap.org/en-us/advocacy-andpolicy/aap-health-

EDUCATING HEALTH CARE PROVIDERS SCREENING FOR ACES

30

initiatives/resilience/Pages/Clinical-AssessmentTools.aspx
Bright Futures.org
Questions, Discussions, & Conclusion
Seven reference slides

Measurement Instruments
The survey tool was constructed by the project manager by utilizing the Bureau
of Education and Brigham and Women’s Hospital guidelines (Brigham and Women’s
Hospital, 2019; Bureau of Educational and Cultural Affairs, n. d.; Harrison, 2007). The
guidelines were chosen to construct the survey tool due to the validity of the two entities.
The tool was peer reviewed by a nursing PhD student, a nursing professor, and a Doctor
of Nursing Practice student to assess its quality, reliability, and validity (Appendices F
and G).
The responses for the question regarding the current practice for assessing ACEs
were as follows: none; the use of therapeutic communication/discussion; waiting until a
complaint or a filed report from Department of Children and Families services (DCF);
use of PHQ-9 pediatric symptom checklist, Pediatric Behavior check list age 2-11 years
of age; and history taking.
The responses to the question regarding the current standard of care once a patient
has been identified as having ACEs the responses were as follows: discussion; attempt to
get or set up without patient support options (often limited); refer to counselor/mental
health and follow up until established; referral is outsourced to “UMASS, YOU, INC,
medications, and pediatric evaluation at UMASS”; and depends on the circumstances.
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For the question assessing how successful they feel with the current standard care
are as follows: “fairly successful”, “somewhat successful, would like to utilize an
assessment tool”; there is room for improvement across the board”; “not overly
resourceful”; “poor limited resources and time”; “average. There are not a lot of
resources for pediatric patients”.
In response to the question asking would they like to see as a change int the
current standard of care were as follows: “use of an assessment tool”; “prompt referral to
mental health specialist as applicable”; “yes, more efficiency”; “I would love to have
more resources with in my clinic to support these children, i.e. counselors, social work,
psychiatry”; “more resources for patients”; and “more specific guidelines”.
The posttest questions revealed there was a desire to change the current standard
of care which the HCPs use. The responses regarding how do they feel the education
changed their thoughts on assessment of ACEs were as follow: “I will thoroughly assess
for ACEs and prompt referral as applicable”; “I will look into routine screening”;
“opened my eyes to the effects of trauma on children”; “I feel more prepared to asses for
ACEs and the impact of ACEs on health outcomes”; “it has made me want to integrate it
into my practice by asking patients/parents of children about childhood trauma”; “I
realize the urgency more now of addressing this issue”; and “it will be more on the
forefront of my mind”.
The responses to the question what might they do differently compared to their
current standard of care for identified patients the responses were: “utilize a ACEs
assessment and implement a plan of care”; multidisciplinary approach-suggest mental
health referral”; “absolutely take multiple angels of care into consideration; more
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support”; seek referrals”; “still unsure-don’t have many resources in the area”; “refer to
the appropriate resources”; “improved referrals”; and “try to refer to more appropriate
resources”.
Data Collection Procedures
The PM constructed a questionnaire survey to collect data from 12 HCPs
(nurse practitioners (n= 5), physician assistants (n= 2), and registered nurses (n=3). The
participants were informed about the purpose of the intervention, (introducing ACEs, the
potential negative health outcomes, cost in healthcare, and the original ACEs
questionnaire) before data collection. Participation was voluntary, open to all HCPs who
were present for the program and the participants had the right to refuse participation by
declining to complete the pre and post surveys. There were no risks for the participants as
a result of the implementation of the program nor was there risk of harm by not
participating. The age, gender, years of practice and professional title, and number of
patients seen in annually in their practice were collected on the pre-test for data analysis.
No other identifiable information was necessary or collected on either of the assessments.
The potential benefits were as follow: an increase in the HCPs knowledge of the ACEs
screening tool and improve their skills in using it in practice to identify children at risk
for negative health outcomes.
The project manager collected data before and after program. Prior to the program
presentation, informed consent was obtained from each participant (see Appendix H).
Each of the participants completed the pre-test questionnaire prior to the program
presentation. After the completion of the intervention, participants completed the posttest
questionnaire. Participants took five minutes to complete the survey questionnaire; the
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total time for the session was 60 minutes. Participants were kept informed that their
information would be kept confidential and will not be shared with their name or any
other personal identification.
Data Analysis
Once the data was collected, the Program Manager (PM) reviewed it and utilized
the SPSS statistical program to compute the analysis of the results of each of the
questions from the two questionnaires using descriptive statistics. A paired t-test was
used to compare the results of the two questionnaires on the same participants to analyze
the difference as a result of the intervention (Statistics Solutions, 2019). The project
manager measured the results to assess if there was an improvement in the HCPs
knowledge and skills in use of the ACEs screening tool as well as for a potential for a
change from the current standard of care.
The qualitative responses from both the pre and posttest were dissected seeking
patterns and themes. The written responses were studied carefully to identify the
categories which were reflective of the intention of the program. The unequivocal
categories discovered in the open response questions were integrated into a report.
Ethical Considerations/Protection of Human Subjects
The University of Massachusetts, Amherst (UMass) Internal Review Board (IRB)
approval was obtained prior to initiating the DNP Project (see Appendix K). The official
IRB Determination Form was submitted once the proposal was approved. The
anonymity of the HCPs who participate in the project was strictly upheld. The
information obtained through the project was utilized to evaluate the impact of the
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intervention and was aggregated data from the project participants and did not display
any participant identifiers.
There was no risk to patients in this project as no patients participated. The
confidentiality of the HCPs who participated was assured because the pre and posttests
were completed anonymously.
The project manager presented information on trauma informed care using the
four “R’s” of trauma informed care (Substance Abuse Mental Health Association
[SAMHA], 2014). The four “R’s” are realizing the impact of trauma and there is a
possibility of recovery; recognizes the signs and symptoms of trauma in all, (patients,
families, and associates); responds by incorporating the knowledge gained by creating
new policies, standards of care, and avoids risking re-traumatization (SAMHA, 2014).
Results
Demographic Characteristics of Participants
The participants were all nurse practitioners, physician assistants, or registered
nurses. There were ten females and two males. Six of the twelve participants were
included in the data analysis; two were lost due to incomplete questionnaires, two as a
result of attending via teleconference, and two did not return the questionnaires. The age
of the participants ranged from 28 to 54 years with a mean age of 35.3 years. The
participant’s work experience ranged from six months to 32 years with a mean of 10.2
years of experience.
Knowledge, Skills, and Intent to Utilize ACEs Screening Tool
HCP’s knowledge and skills improved in the following key areas: overall
knowledge of the ACEs screening tool (48% vs 52%); increased awareness of the
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negative health impacts of ACEs (49% vs 51%); that initiation of ACEs treatment can be
done at any age (46% vs 54%); increased familiarity with the CDC’s ACEs prevention
plan (47% vs 53%); knowledge of the available resources to refer to for management for
positive ACE screenings (42% vs. 58%); and confidence in ACE assessment to provide
assistance to the HCPs’ patient who have positive ACEs screenings (45% vs 55%)
(Figures 1 and 2).
Figure 1:
Effect of Education on Knowledge

Figure 2:
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The paired-samples t-test was conducted to assess an effect of the education
program regarding ACEs on the HCPs knowledge, skills and intent to use the screening
tool with their pediatric patient population. The mean score of HCP’s overall knowledge,
skills, and intent to utilize ACEs increased by 5.1 points from pre-test (M= 26.5, SD=6.5)
to post-test (M= 31.6; SD= 3.7) (p= 0.072) (Table 3).
Table 3
Effect of Education on the HCP’s Knowledge, Skills, and Intent to Utilize ACEs Screening Tool.

Education

M

SD

Prior to
education

26.5

6.5

Post education

31.6

3.7

Posttest-pretest

5.1

2.8

Knowledge of HCPs Role in Screening for ACEs

t (5)

p

2.2

.072
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The hypothesis suggested that there would be a difference from the pre-test mean
score knowledge compared to the posttest. Results showed that participants’ had an
increase knowledge of their role for ACEs screening from pre-test (M=3.5, SD= 8) to
post-test (M=3.5; SD= 0.8); there was a statistically significant mean difference of 0.83
points, t (5) = 2.7, p = 0.042 (Table 4). The null hypothesis is rejected, since p < 0.05
indicating there is evidence that the ACEs screening education intervention significantly
improved the HCPs’ knowledge of their role in assessment.
Table 4.
Effect of Education on of HCP’s Knowledge of Role in Screening for ACEs

Role

M

SD

Prior to
education

3.5

.8

Post education

4.3

.5

Posttest-pretest

.83

.75

t (5)

p

2.7

.042

Knowledge of Available Resources for Patient’s Referral

Another finding was regarding the HCPs knowledge of available resources for
patient referrals. Results showed that participants had an increase in mean knowledge of
the available resources from pre-test (M=2.6; SD=0.5) to post-test (M=3.6; SD=0.5); there
was a statistically significant mean difference of 1.5 points, t (5) = 3.9, p = 0.012 (Table
5). The null hypothesis is rejected, since p < 0.05 indicating there is evidence that the
ACEs screening education intervention significantly improved the HCPs’ knowledge of
available resources.
Table 5.
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Resources

M

SD

Prior to
education

2.7

.5

Post education

4.2

.5

Posttest-pretest

1.5

.6

t (5)

p

3.9

.012

Qualitative Results
Lack of Using ACEs Screening Tool in Current Health Care Settings of Community
in North Central Massachusetts.
The responses to the pre-test questionnaire showed that current standard of care in
the small North Central Massachusetts region does not include the use of an ACEs
screening tool, nor does it address the issue of trauma in assessments (Table 7). Most
HCPs referred their patients out to other providers or waited until there was a complaint
or report to be filed. Additionally, most of the HCPs responded that they did not feel
successful in their treatment or management of their patients with trauma and or acute
mental health conditions. HPCs mentioned that they need more local resources in order to
refer their patients who have positive ACEs screening scores due to the lack of outpatient
providers for mental health in this region as well as a lack of standard guidelines on steps
to take for the screening and process after identifying children with ACEs.
Table 7
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Pre-Test Questionnaire Free Response Questions:
Question

Response

In your current practice, how do you
assess for Adverse Childhood
Experience?

“History taking”
“PHQ-9, Pediatric Symptom Checklist,
Pediatric Behavioral Checklist age 2-11
years”
“Discussion with parents & children”
“No standard practice of doing so. Wait
for a complaint or filed report from
services”
“Discussion”
“Therapeutic Communication”

Once you have identified patients with
ACEs, what is the current standard of
care?

“Depends on the circumstances”
“Referral is outsourced to UMASS, YOU,
INC, meds, ped. Evaluation at UMASS”
“Refer to counselor/mental health follow
up until established”
“Attempt to get set up with outpatient
support options however often limited”
“Discussion”
“Referral”

How successful do you feel in your
current standard of care is?

“Fairly Successful”
“Average. There are not a lot of resources
for Pedi patients”
‘Poor-limited resources & time”
“Not overly resourceful”
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“Currently not practicing in a facilitybased on clinical experience, I believe
there is room for improvement across the
board.”
“Somewhat successful. Would like to
utilize an assessment tool”
What would you like to see as a change in
your current standard of care?

“More specific guidelines”
“More resources for patients”
“I would love to have more resources
within my clinic to support these children,
i.e. counselors, social work, psychiatry”
“Yes, more efficacious”
“Prompt referral to mental health
specialist as applicable”
“Use of an assessment tool”

HCPs Desire to Use ACEs Screening Tool
The posttest questionnaire showed themes that indicated that the HCPs gained
knowledge regarding the effects of ACEs on their patients (Table 8). All the participants
stated that they wanted to re-assess the current standard of care after viewing the
presentation on ACEs. Additionally, several participants stated that they would begin to
use the ACEs tool to bring change in the current standard of care to their patients.
However, they did not indicate if they would propose changes in current practice to
include ACEs screening. Some stated that they will research more about ACEs to
become better educated on the subject. Others reported that they plan to “spread” the
word about ACEs and begin to encourage other HCPs to use the ACEs screening tool.
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Table 8
Post Test Questionnaire Free Response Questions:
Questions

Responses

After learning more about ACEs, how do
feel it has changed your thoughts on
assessing for Adverse Childhood
Experiences?

“Opened my eyes to the effects of trauma
on children.’
“No”

“Will thoroughly assess for ACEs and
prompt referral as applicable.”
“Yes! Could definitely be preexperiences for chronic conditions”
“The video was powerful. I will look into
routine screening”
“I feel more prepared to assess for ACEs
and the impact of ACEs on health
outcomes”
“After learning about ACEs, it’s made me
want to incorporate it into my practice by
asking patients/parents of children about
childhood trauma.”
“I realize the urgency more now of
addressing this issue”
“It will be more on the forefront of my
mind.”
Once you have identified patients with
ACEs, what might you do differently
compared to your current standard of
care?

“Utilize an ACEs assessment and
implement a plan of care.”
“Multidisciplinary approach-suggest
mental health referral.”
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“Yes, absolutely take multiple angels of
care into consideration”
“More support”
“Still unsure-don’t have many resources
in this area.”
“Refer to the appropriate resources.”
“improved referrals”
“try to refer to more appropriate
resources”
Has the presentation made you want to reassess your current standard of care?

“Yes”
“Yes”
“Yes certainly!”
“yes!”
“Yes, by considering ACEs when
presented with mental health”
“Yes”
“yes”
“Yes”

What will you do to see as a change occur
in your current standard of care?

“ACEs assessment in the care of patients.
Implement services”
“Suggest EB assessment if not already
being used in future practice settings”
“Change my current practice with
management of situations.”
“More support and screening everyone”
“Spread the word-not currently in
practice”
“Assessing for ACEs”
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“Will like to read more and learn more
about it to see how best to help my
practice affects our patient population”
“Assess more.”
“Better screening-but we need more
resources”

Discussion
The impact of ACEs on the development of mental health and overall health is
significantly impacted by the number of ACEs. These effects lead to long lasting
negative mental health outcomes. But there is a screening tool that has been shown to be
effective in identifying ACEs (Felitti et al, 1998). There have been HCPs who have
included the ACEs screening into their practice with positive results in decreasing the
negative mental health outcomes of ACEs (Center for Youth Wellness, 2018). As a
result, this tool can be incorporated into routine pediatric assessments (Center for Youth
Wellness, 2018).
The community area in North Central Massachusetts experiences higher than the
State’s average for ACEs as demonstrated by the community’s own assessment
(Heywood HealthCare & UMassMemorial Healthalliance Hospital, 2015). Our study
suggests that the HCPs in this community were not screening for ACEs. There are
numerous causative factors which contribute to the lack of screening, these include a lack
of knowledge, lack of resources available and the lack of a standard of care that includes
ACEs screening (Personal conversation with office manager, 5/31/2019; Personal
conversation chief medical officer of community health care system, June 5, 2019). The
HCPs of the selected community for this project were unaware that this community has a
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high rate for many of the risk factors for ACEs such as chronic health conditions,
addictive substance use, and mental health issues. Addressing these risks and identifying
those with a positive screening for ACES, is one method of decreasing the risks for
negative mental health outcomes.
The paired t-test results did not support that learning had occurred. However,
there were some other significant findings. Based on the results of the pre and posttest
questionnaire responses, learning did occur in several individual areas such as the HCP’s
role in assessing for ACEs, familiarity with ACEs, and impact of ACEs (36% vs 64%);
the CDC’s prevention plan (35% vs 65%); treatment of ACEs during any age (31% vs
69%); availability of resources (45% vs 64%); and the confidence of the HCP’s ability to
treat patients with ACEs (37% vs 63%).
One of these findings indicated that the HCPs were unaware of their role in
screening and identifying ACEs in patients compared to after the program. The HCPs
responses to their role for assessment of ACEs in the pre-test survey supports the lack of
knowledge in the vital the role HCPs hold in identifying the ACEs. During the
discussion, some participants had felt it was up to the public-school system to perform
the screenings expressing the school counselors had more time to do this type of
screening. However, after the presentation, this changed. The HCPs voiced it was
important to considered it more of an area they need to be assessing.
Interestingly, there was a significant difference with the HCPs knowledge of
resources for not only screening for ACEs, but also for HCPs who have already
established utilization of screening into their own practice (Center for Youth Wellness,
2018). The program provided numerous resources for support in assisting HCPs with
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tools to ignite changing the current standard of care, but there continued to be some
hesitancy to change (Center for Youth Wellness, 2018; American Pediatrics Association,
2019). Some of the providers voiced concern with how they would manage care after a
patient had a positive ACEs score when there were limited resources to refer the patient
for follow up.
The primary outcome of the educational program was to improve the HCPs
knowledge regarding ACEs and improve their skills in using the available screening
tools. The HCPs who participated indicated the education did improve their knowledge of
the effect of ACEs on the development of the mental health, the overall health of
children, and the relevance of screening (National Pediatric Practice Community on
Adverse Childhood Experiences, 2019). The participants discussed the statistics in the
community they serve illustrating an increase knowledge of the prominence of ACEs in
their patients and as well as their desire to implement the screening into their own
practice. The discussion was robust with inquiry for more information and
recommendations for action going forward.
The findings from this project indicated that HCPs need to have more resources
and support systems in the community to refer the children who have positive ACEs
scores which is supported by the recommendations found in the literature review
(McKelvey, Selig, & Whiteside-Mansell, 2017). This correlates with the significant
difference noted in the pre and posttest questionnaires regarding the HCP’s knowledge of
their role in assessing ACEs and the available resources. Interestingly, when provided
with the statistics for the HCPs catchment area of the traumas matching the ACEs, the
HCPs did not appear to be aware of the significant number of the traumas in this region.
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This supports why there was a significant difference in the pre-posttest questionnaire
regarding their roles.
Implications
The information gathered during the fall of 2018 from the community needs
assessment provided the basis for the educational program for HCPs regarding ACEs and
various screening tools. The ability of a HCP to identify his or her patients who have a
positive result on the ACEs screening tool and initiating early intervention to decrease the
negative mental health outcomes is supported in the literature (Center for Youth
Wellness, 2018; McKelvey, Selig, & Whiteside-Mansell, 2017). After educating the
HCPs of the elevated exposure risk to the patients they service, the HCPs indicated their
interest in learning more about ACEs. This suggests that it is necessary to create an
educational program to capture a larger portion of the providers of this community in
order to respond to the needs of the patients in the HCPs care.
In order to stimulate the change in the standard of care, it will require a
multidisciplinary approach. To incorporate the other disciplines, there needs to be
community wide health care collaboration to begin this engagement. HCP participants
with prior experiences of working with patients with adverse childhood experiences
noted that they would either wait for a report to be filed or make the report to the
Department of Children and Family or refer a patient to the emergency department where
the child waiting for days before treatment when the child was in crisis. The knowledge
and skills HCPs acquire from ACEs screening training leads to earlier intervention
(Bethell et al., 2017; Bucci, Marques, Oh, & Harris, 2016). The development of an
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integrated primary care office is one that will meet the needs of the community with such
significant findings (Bethell et al., 2017; Center for Youth Wellness, 2018).
HCPs are in the position to screen children and refer for early intervention but it
requires the social workers, psychologists, counselors, psychiatric mental health nurse
practitioners, psychiatrists, and the community health care system to work in unison to
create the type of integrated health system to create the change. The overreaching goal of
this program was to start the conversation amongst HCPs to discuss the implications of
ACEs and how to identify ACEs through screening. In order to continue the
conversation is through future presentations of the program to a larger audience. This
was achieved through presenting the findings to other HCPs and will be avenue to
strengthen and broadening relationships with other stakeholders for support and outreach.
There were two HCPs who voiced wanting to do more to bring the information to others
and engaged in discussing the community where the HCPs practiced. One of the HCPs
requested the presentation be offered to the all the HCPs of the community health care
system as the HCP felt it is vital to promote wellness. There was a recognition for
change, his project should be a starting point for the HCPs to bring the topic to
discussion.
The results of this project motivated this PM to submit an abstract to the
American Psychiatric Nurses Association for presentation at the 34th annual conference.
The abstract was accepted for a poster presentation in September 2020. By presenting
the project results to a larger audience it is the goal of the project director to encourage
other psychiatric nurses to educate the HCPs of both children and adults of the impact of
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ACEs on mental health. As the education reaches the HCPs the goal is to bring ACEs
screening to all HCPs to promote wellness.
Limitations
The small number of providers that arrived for the presentation may have been
related to the meeting time being part of the monthly required meetings and a lack of
advertising the presentation. Also, the goal was to reach all providers, but it was limited
to registered nurses, nurse practitioners and physician assistants. This meeting cooccurred with the Medical Grand Rounds for physicians which limited the physicians
from participating.
The lack of a significant difference between the pre and posttest survey questions
may be a result of the small number of participants, type of questions asked; the questions
may not have been specific enough to elicit adequate information. The open-ended
questions may have been the best format of obtaining the results as the responses
provided more rich information than the questionnaires.
Conclusion
The ACEs educational program provided to the HCPs improved their knowledge
and skills of ACEs assessment. Additionally, it evoked the desire to incorporate the
ACEs into practice after learning about the negative mental health outcomes associated
with ACEs. The awareness of the potential decrease in negative mental health outcomes
can occur with early intervention; the child can begin to adapt and change with the
interventions. This project highlighted the knowledge gaps which existed prior to the
program educating HCPs on the best practice of utilizing the tool and the potential
benefits for the patients and working towards decrease the negative mental health
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outcomes as a result. There were areas which did not indicate improvement of
knowledge and skills for the one-time program based on the survey, however, the
qualitative data provided that the HCPs had obtained the knowledge and skills.
Recommendations
Further actions that are necessary to advance the implementation of the ACEs tool
are to continue the conversation with HCPs and begin to establish a multidisciplinary
network of outpatient providers. This network would need to collaborate to set up a
system to address the various needs of the children working in concert to establish best
practice. It would not only be the network of outpatient providers to fulfill this need but
also connecting with the insurance companies for the appropriate funding. Establishing
this network will require a great deal of collaboration but it is vital in order to address the
long-term consequences of ACEs.
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Adverse Childhood Experience (ACE) Questionnaire Finding your ACE Score
While you were growing up, during your first 18 years of life:
1. Did a parent or other adult in the household often …
Swear at you, insult you, put you down, or humiliate you? or Act in a way that made you afraid
that you might be physically hurt. Yes, No If yes enter 1 ________
2. Did a parent or other adult in the household often …
Push, grab, slap, or throw something at you? Or Ever hit you so hard that you had marks or were
injured? Yes, No If yes enter 1 ________
3. Did an adult or person at least 5 years older than you ever…
Touch or fondle you or have you touch their body in a sexual way? or Try to or actually have
oral, anal, or vaginal sex with you? Yes, No If yes enter 1 ________
4. Did you often feel that …
No one in your family loved you or thought you were important or special?
or Your family didn’t look out for each other, feel close to each other, or support each other?
Yes, No If yes enter 1 ________
5. Did you often feel that …
You didn’t have enough to eat, had to wear dirty clothes, and had no one to protect you?
or Your parents were too drunk or high to take care of you or take you to the doctor if you
needed it?
Yes, No If yes enter 1 ________
6. Were your parents ever separated or divorced? Yes, No If yes enter 1 ________
7. Was your mother or stepmother:
Often pushed, grabbed, slapped, or had something thrown at her? or
Sometimes or often kicked, bitten, hit with a fist, or hit with something hard? or
Ever repeatedly hit over at least a few minutes or threatened with a gun or knife?
Yes, No If yes enter 1 ________
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8. Did you live with anyone who was a problem drinker or alcoholic or who used street
drugs?
Yes, No If yes enter 1 ________
9. Was a household member depressed or mentally ill or did a household member attempt
suicide?
Yes, No If yes enter 1 ________
10. Did a household member go to prison?
Yes, No If yes enter 1 ________
Now add up your “Yes” answers: _______ This is you’re ACE Score
ra hbr 10 24 06

Appendix D
Roy’s Adaptation Model
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Toolkit for Assessing for Adverse Childhood
Experiences (ACEs)
Adverse childhood events (ACEs): Children and adolescents are at a high
risk for maltreatment, exposure to violence, and significant loss of important care
givers in their lives. ACEs is the term used to describe the various negative
experiences imposed upon the pediatric population which can lead to numerous
negative mental health and physical outcomes (Felleti, 1998). There is a an increased

risk for negative mental health outcomes as indicated by depression, substance abuse, and
behavioral dysregulation among pediatric patients results from exposure to adverse
childhood experiences (ACEs), such as witnessing domestic violence, physical abuse,
and parental loss, and a lack of early identification and mental health interventions due to
HCPs not routinely screening for ACEs. There is a correlation between the number of
ACEs experienced in childhood and the number of negative outcomes; the more a person
experiences the greater risk for mental health disorders, substance use disorders, and risk
for suicide (CDC, 2019). One in seven children experience abuse and neglect in a year
which may not be an accurate number as it is under reported (National Center for Injury
Prevention and Control Division of Violence Prevention, 2019).

What are ACEs?
Three categories:
Abuse: Physical/Emotional/Sexual
Neglect: Physical/Emotional
Household disfunction: Mental illness/ incarcerated relative/domestic violence
towards mother, substance abuse, and or divorce (Center for Youth Wellness, 2017)

Negative Health Outcomes in Childhood Related to
ACEs:
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Asthma
Anxiety
Violent behavior
Poor dental health (Center for Youth Wellness, 2017.).

Negative Health Outcomes: Adulthood
Depression
Anxiety
Substance abuse
Binge drinking
Chronic health conditions: cardiovascular disease, obesity, chronic lung disease
and sleep disturbances (CDC, 2013).

Impact on the Cost to Society for NOT Treating or Preventing ACEs.
Economic cost in the United States for nonfatal injuries resulting from
maltreatment of children who have five to ten ACEs is $401 billion. A breakdown of the
costs is as follows: for quality-adjusted life programs $366.3 billion; special education
cost is $4.2 billion; child welfare cost is $4.1 billion; and approximately $3.5 billion is
spent in the criminal justice system (VetoViolence, 2019)
Benefits
The value of bringing the topic of ACEs to this area, the statistics of the
community, there is a high number of mental health admissions which may be averted.
The evidence indicates identify ACEs may lead to early interventions which may prevent
crisis visits to the emergency departments.
Screening Tools for ACEs
ACEs Q currently used at the Center for Youth Wellness
Brings trauma informed care to the practice
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Other’s available chose ACEs Q due to the success in its use.
Implementation
Collaboration between the primary care office staff
Educate all staff on ACEs, the effects of ACEs, and primary care providers screen
for ACEs using one of the various screening tools. Steps to implement assess readiness
and need in the office setting, brainstorm on the best way to implement the use of
screening tools, develop a plan of action for those who score four or more on the scale to
begin early interventions to potentially prevent or decrease the negative mental health
outcomes
Outcomes
The new information with ignite the initiative to begin assessing and screening for
ACEs by utilizing the health care system’s agreed upon tool at all well child medical
visits. The healthcare system will develop a plan of action in collaboration with
providers within the healthcare system and those external agencies geared towards mental
health treatment. In addition to the external agencies, the school system can be included
with the collaboration to provide support while in school.

Appendix F
Pre-test
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This survey’s purpose is to assess your knowledge prior to the presentation of Education
of Health Care Providers on Adverse Childhood Experiences Scale (ACES)
The information obtained from the surveys will help in the DNP PMHNP student’s
capstone project to help determine if the training was helpful in initiating use of ACEs in
changes to assessments. Please do not put your name on the survey, results will be
anonymous and will remain confidential. This survey takes 5 minutes to complete.
Demographics:
Age:

Gender:

Degree:

Years in Practice:

Specialty:

Number of patients treated annually:

1. In your current practice, how do you assess for Adverse Childhood Experiences?
________________________________________________________________
2. Once you have identified patients with ACEs, what is the current standard of
care for those patients?
________________________________________________________________
3. How successful do you feel your current standard of care is?
________________________________________________________________
4. What would you like see as a change in your current standard of care?
_______________________________________________________________
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Appendix G
Post-test
This survey’s purpose is to assess your knowledge after the presentation of Education of
Health Care Providers on Adverse Childhood Experiences Scale (ACES). The
information obtained from the surveys will help in the DNP PMHNP student’s capstone
project to help determine if the training was helpful in initiating use of ACEs in changes
to assessments. Please do not put your name on the survey, results will be anonymous
and will remain confidential.
1. After learning more about ACES, how do you feel it has changed your thoughts on
assessing for Adverse Childhood Experiences?
________________________________________________________________

2.

Once you have identified patients with ACEs, what might you differently

compared to your current standard of care?
________________________________________________________________

3.

Has the presentation made want to re-assess your current standard of care?

________________________________________________________________

4.

What will you do to see as a change occur in your current standard of care?

_______________________________________________________________
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Appendix H
Informed Consent
Informed Consent for “What are ACEs, how can they be identified, and then
what?”
By Kristen Hickey
DNP Student
University of Massachusetts, Amherst
You are being invited to participate in a research study titled “What are ACEs, how
can they be identified, and then what?”. This study is being done by Kristen Hickey
from the University of Massachusetts Amherst. You were selected to participate in
this study because you are a health care provider for Small community hospital.
The purpose of this research study is to assess your knowledge of adverse childhood
experiences (ACEs), how you are currently assessing children under the age of 18
for ACEs, provide education on ACEs, and what impact the education will have on
your future practice. If you agree to take part in this study, you will be asked to
complete the survey/questionnaire on the next page. This survey/questionnaire will
ask about your job title, years of experience, knowledge of ACEs, current practice
with assessing ACEs, and the impact of the education that will be provided and it
will take you approximately 5 minutes to complete. You may not directly benefit
from this research; however, we hope that your participation in the study may help
to bring awareness of the impact of ACEs on the developing mental health of
children. To the best of our ability your answers in this study will remain
confidential. We will minimize any risks to breach of confidentiality by keeping the
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surveys in a locked container, in a locked office, and will be disposed of in a
confidential shredding bin.
Your participation in this study is completely voluntary and you can withdraw at
any time. You are free to skip any question you choose.
If you have questions about this project or if you have a research-related problem,
you may contact the researcher, Kristen Hickey, 978-502-8116 or email
khickey@umass.edu. If you have any questions concerning your rights as a
research subject, you may contact the University of Massachusetts Amherst Human
Research Protection Office (HRPO) at (413) 545-3428 or
humansubjects@ora.umass.edu.

By proceeding to the survey/questionnaire on the next page you are indicating that
you are at least 18 years old, have read and understood this consent form and agree
to participate in this research study. Please keep this page for your records and
return the survey/questionnaire to the researchers. Please DO NOT write your
name on the survey/questionnaire.
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Appendix K
Mass Venture Center
100 Venture Way, Suite 116
Hadley, MA 01035
Telephone: 413-545-3428

Memorandum – Not Human Subjects Research Determination
Date: August 29, 2019

To: Kristen Hickey, College of Nursing

Project Title: Educating Health Care Providers on the Benefits of Screening for Adverse
Childhood Experiences in Children and Adolescents
IRB Determination Number: 19-137

The Human Research Protection Office (HRPO) has evaluated the above named project and
has made the following determination based on the information provided to our office:

☐ The proposed project does not involve research that obtains information about living
individuals [45 CFR 46.102(f)].
☐ The proposed project does not involve intervention or interaction with individuals OR
does not use identifiable private information [45 CFR 46.102(f)(1),(2)].

☒ The proposed project does not meet the definition of human subject research under federal
regulations [45 CFR 46.102(d)].

Submission of an Application to UMass Amherst IRB is not required.
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Note: This determination applies only to the activities described in the submission. If there
are changes to the activities described in this submission, please submit a new determination
form to the HRPO prior to initiating any changes.

A project determined as “Not Human Subjects Research,” must still be conducted in
accordance with the ethical principles outlined in the Belmont Report: respect for persons,
beneficence, and justice. Researchers must also comply with all applicable federal, state and
local regulations as well as UMass Amherst Policies and procedures which may include
obtaining approval of your activities from other institutions or entities.

Please do not hesitate to call us at 413-545-3428 or email humansubjects@ora.umass.edu if
you have any questions.

Iris L. Jenkins, Assistant Director
Human Research Protection Office
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